for all patients from our centre up to December 2016, including those receiving treatment on a named patient basis. Data was available for 150/153 patients started on pirfenidone and 56/57 on nintedanib. Table 1 compares patients who were dispensed treatment but never took it, patients who stopped after the first prescription, and those continuing treatment. 8 patients consented to treatment but never took the drug; they were older and had less advanced disease. 39 patients stopped treatment after the first prescription; they had slightly more advanced disease, and had a longer interval between drug delivery and the first nurse (60.7 SD 57 days vs. 45.4 SD 30; (p=0.032), and more often had a shared care arrangement, but did not have a lower BMI. Photosensitivity for pirfenidone and diarrhoea for nintedanib were usually managed by treatment and were uncommon reasons for stopping antifibrotic therapy, which was more often related to upper GI intolerance and disease progression. Conclusion Patients stopping antifibrotic treatment early cannot be identified from baseline data but can be reduced by intensive nursing support. Prescribing centre based ILD-CNS's should be responsible for early treatment tolerability and aim to see patients monthly until established on treatment. Uncertain delays between prescription and drug delivery make this more difficult. Introduction The British Thoracic Society guidelines suggest that pre-flight risk assessment should be considered in all individuals with Interstitial Lung Disease (ILD) intending to undertake commercial air travel. Hypoxic challenge testing (HCT) can be used to aid decisions about the need for inflight oxygen but there is a lack of evidence as to which patient variables might predict the outcome of HCT to guide referral for assessment.
Objective To investigate variables that might predict a hypoxaemic response to HCT in patients with ILD. Methods A multi-centre retrospective analysis of all ILD patients attending for HCT at three tertiary care ILD referral centres between January 2010 and March 2017 was undertaken. The outcome of HCT was correlated to baseline demographic data, oxygen saturations (SpO2), capillary ear lobe PaO2, pulmonary function testing, 6MWT and GAP index, performed within 6 months of the HCT. Groups were compared using unpaired t-test with Welch's correction, unless otherwise stated (p<0.05 was considered statistically significant).
Results A total of 106 ILD patients (61 of whom (58%) had IPF) underwent HCT. Of these, 54 (51%) patients (of whom 30 (49%) had IPF) failed HCT and were recommended supplemental in-flight oxygen. ILD patients who failed HCT had significantly lower resting SpO2, FEV1, FVC and TLCO% predicted, but higher GAP index (Table 1 ). In addition to these variables, the IPF subgroup failing HCT also had significantly lower minimum SpO2 during 6MWT. Conclusions To our knowledge this is the largest retrospective study exploring predictors of HCT outcomes in ILD. Several baseline physiological parameters are significantly different between those ILD patients requiring in-flight oxygen based on HCT, and those who do not, including in a well-defined subgroup of IPF patients. Work is underway to establish a risk model to guide clinician decisions regarding the need for HCT in ILD.
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PULMONARY VASCULAR DISEASE MARKERS PREDICT DEATH IN INTERSTITIAL LUNG DISEASE PATIENTS PROVEN NOT TO HAVE PULMONARY HYPERTENSION AT RIGHT HEART CATHETER
Introduction Patients with interstitial lung disease (ILD) often have signs of pulmonary hypertension (PH) when assessed non-invasively. The presence of pulmonary hypertension (PH) at right heart catheter (RHC) is a negative prognostic factor; however, the impact of elevated pulmonary vascular biomarkers in the absence of PH is poorly understood. We hypothesised that pulmonary vascular disease biomarkers would predict mortality in patients without PH at RHC. Methods Demographics, ILD subtype, PFTs, echocardiogram, and CTs were reviewed in consecutive patients undergoing right heart catheterisation (RHC) for suspected ILD-PH. Patients with a mean pulmonary arterial pressure (mPAP) <25 mmHg at RHC were studied. Predictors of prognosis were evaluated in their ability to predict mortality using Cox proportional hazard analysis.
Results Between 2005 and 2015, 68 patients (47% male) were evaluated that did not subsequently have PH (mPAP at RHC 19±4 mmHg; Pulmonary vascular resistance (PVR) 2.5±1.4 Wood units). On CT scanning main pulmonary artery diameter (MPAdiam) was 29.9±5 mm and main pulmonary artery to aorta ratio (MPAdiam:aa) was 0.97±0.1. Median brain natriuretic peptide (BNP) was 44 (normal <20 ng.L) and predicted right ventricular systolic pressure (RVSP) at echocardiogram was 48±13 mmHg. Forced vital capacity (FVC) was 62%±22% predicted. PVR as a continuous variable predicted mortality (hazard ratio (HR):1.35, p=0.02) per unit increase. A MPAdiam 32 mm was associated with mortality (hazard ratio (HR):3.02, p=0.001) as was MPAdiam:aa ratio 0.9 (HR:4.05, p=0.001). BNP 40 ng.L (HR:2.47, p=0.02) and a RVSP 40 mmHg (HR:2.74, p=0.02) also predicted mortality. MPAdiam and PVR (expressed as a continuous variable) remained independent predictors of mortality after adjusting for ILD diagnosis, forced vital capacity (% predicted) and age at RHC. Conclusion Even in the absence of PH at RHC, elevated pulmonary vascular biomarkers are useful in risk stratification of patients suspected of having ILD associated PH. Abstract P158 Figure 1 Main pulmonary artery diameter. Poster sessions
